We believe that axillary hyperhidrosis is best treated by local excision of axillary skin. Cervical sympathectomy is an unsatisfactory alternative because of its many known hazards; moreover one of its late disadvantages (Shelley & Florence 1960) is that sweating may be increased in other regions. Dr P W M Copeman: I have heard of two girls who died in the London area in 1969 following sympathectomy for axillary hyperhidrosis, a greater tragedy when one considers that the operation was performed merely for a socially embarrassing condition. Dr K Sanderson: At St George's Hospital Mr James Gillespie has treated 25 cases of severe hyperhidrosis of the axille by simple excision since 1965. In the last 14 cases the distribution of the sweat orifices has been mapped and the sweat output in response to psychic stress has been measured before and after treatment (Gillespie J A & Kane S P, 1970, Brit. J. Derm. 83, 684) . After the distribution of sweat glands has been mapped, a 30 mm disc of skin and subcutaneous tissue is removed from the area of greatest sweat gland density; the edges are then undercut for 10 mm, enlarged to allow easy apposition, and closed after meticulous hemostasis. The patient is encouraged to move the arms normally after operation and is allowed home the next day. Of the 23 patients who have been followed up, 8 considered the results excellent, 11 reported substantial improvement and 4 thought there had been no benefit, or only marginal improvement. Only one patient had bromhidrosis and this was completely relieved.
REFERENCES
Before 1965 Mr Gillespie had treated patients with cervical sympathectomy, an operation he still uses for palmar hyperhidrosis. We have no doubt that simple excision is a simpler, safer and more satisfactory way of treating the axilke.
Mr Weaver: The wedge of skin removed measures 4-5 cm by 2-3 cm. Care is taken to see that the skin edges will come together without tension with the arm fully extended. The final suture line lies in the transverse or oblique axis in the line of the skin creases. Further areas of sweating are treated by undercutting the skin edges by no more than 1-1 5 cm or by a small accessory wedge excision of skin. Of the 7 cases we have treated by axillary skin excision only one required a separate incision to treat an island of sweat glands 4 cm from the main operation site.
Skoog & Thyresson (Acta chir. scand. 1962, 124, 531) described a plastic surgical operation to remove sweat glands but no skin. I have found their operation less satisfactory as it involves undercutting a larger area of skin with a longer suture line (necessary to fold back flaps of axillary skin). On examination (1.4.70): Healing, slightly verrucous lesion right index pulp. Multiple cutaneous and subcutaneous nodules extending to elbow. Some distally situated nodules were fluctuant and purulent. Patient admitted to immersing his hand in tropical fish aquarium. Investigations: Blood count, ESR and chest X-ray normal. Direct examination of pus smears for acid-fast bacilli and fungi negative. Sporotrichosis precipitin, complement fixation and fluorescent treponemal antibody tests negative.
Mycobacterial Sporotrichoid
Four cutaneous nodules were excised during April. Histology showed an intense inflammatory reaction in the dermis with fairly numerous giant cells. No evidence of sporotrichosis or mycobacterial infection with specific stains. Biopsy tissue was cultured on appropriate media at 25, 30, 33, 36 and 37°C for up to twelve weeks. No acid-fast bacilli or fungi were recovered. Cultures from dirt in the fish tank filter were negative. 8.4.70, Mantoux test 1/1,000 negative; 10.5.70, strongly positive and Mycobacterium marinum (balnei) antigen 1/1,000 (Dr J Marks) strongly positive. Treatment: Because the diagnosis of Mycobacterium marinum infection was likely and further lesions were appearing, a trial of potentially effective agents was commenced on 7.5.70. Rifampicin 750 mg daily and cycloserine 250 mg b.d. were given. The latter was stopped on 18.6.70 after dizziness. Rifampicin was continued until January 1971. From the start of treatment no new lesions appeared and all nodules have now gone except an enlarged gland above the elbow and two small superficial lesions.
Comment
In July 1970 ten tropical fish died after the tank overheated. From two of these Mycobacterium marinum was isolated (Dr J Marks). These organisms were sensitive to rifampicin.
The clinical picture is in keeping with Mycobacterium marinum infection contracted from fish aquaria as recently emphasized (British Medical Journal 1970 , Adams et al. 1970 , Mansson et al. 1970 ). Soc. (Lond.) 1969, 55, 2, 239); otherwise I have not seen the condition before. The patient's first lesion developed in a graze on a finger, nodules appearing later on the back of the hand and forearm. Mycobacterium marinum was isolated. Dr J Pettit: I remember two similar cases, one a Gurkha soldier in the Far East and the other a young man from New Orleans who had apparently acquired the infection in an inland lake. There was a slow response to routine therapy (antituberculous drugs in one case and antileprous drugs in the other). Although many mycobacteria were seen in both cases there was difficulty in identifying them. Indeed, various bacteriologists gave different names for the organism varying from M. balnei to M. fortuitum to 'atypical chromogenic mycobacterium'. I would expect this man to get better but fear you will never know exactly the causative organism.
The following cases were also shown: 
